Paediatric intensive care has developed as a unique specialty in the past 20 years. Guidelines exist for the facilities, organisation, staffing, and training required for this service.À lthough the provision of paediatric intensive care is expensive, accounting for 20% of the hospital bill,2 detailed evaluation has not been undertaken in the UK and there is also only limited European data available. 4 5 Deficiency of this information will inhibit further development of paediatric intensive care.
Consequently this study has been undertaken to document admission criteria, sickness levels, resource utilisation, and outcome of patients admitted to a multidisciplinary, regional paediatric intensive care unit.
Patients and methods
Northern Ireland has a population of 1-6 million people, most of whom live in rural or semirural areas. Belfast is the only sizable city and no part of the province is more than 100 miles from Belfast by road. As there is a good network of roads throughout the province this means that two hours is the maximum time taken to transport any sick child to mean score for the 24 hours before discharge of live children in our study suggests that the unit was used relatively efficiently. However, Pollack et al reported higher last day TISS scores than us from a similar American unit.7 Unfortunately there is no transitional care unit in our hospital to which the children can be discharged and they must be sent directly to the wards. This situation encourages the consultant in the intensive care unit to delay discharge on occasions when the receiving ward has difficulty providing close observation for the child. During the study period no patient required readmission for collapse or died shortly after discharge demonstrating that the strategy is effective. This lack of an intermediate care facility partly explains the longer mean days in paediatric intensive care of sick patients in the UK and Europe (9-1) compared with the US (<5,7 6.8,8 5-510).
Resource utilisation was the same whether a cure was possible or not, reflecting similar levels of sickness between the groups. This also indicates that the responsible consultants had an optimistic approach to treatment and did not discriminate between patients on the basis of possible long term outcome. This approach has important implications for the provision and utilisation of services and resources other than those of the intensive care unit and is itself the subject of a complementary study in the unit addressing the long term consequences of intensive care provision. In terms of short term survival this approach is justified as there was no significant difference in the survival rates between the goal groups.
The majority of the children were 1 year or younger (63%) as was the case in the European centres (72%). This differs from American experience with most of the patients in the USA greater than 12 months old.7"0 This may reflect a preference not to admit neonates to these units. In our paediatric intensive care unit, neonates with respiratory disease are not usually admitted explaining the much higher proportion in European centres (37-2%). Duration of stay was significantly greater for neonatal patients partly accounting for the shorter mean stay of all patients in American units. We confirmed the finding of Beaufils et al that TISS scores were also greater for neonates. 4 Obviously the age mix of the population in the paediatric intensive care unit in addition to the availability of transitional care beds has important implications for the utilisation of available resources. The survival rates were the same for our age groups but mortality was greater for the neonates in the European study. This could be explained if the sickness levels in the European babies was greater than ours but comparison of the mean (SEM) admission TISS scores (27-42 (1P98) in the UK compared with 21-7 should not be maximised by patient selection on the basis of outcome.
In conclusion, the interest shown in paediatric intensive care in the UK has not been complemented by substantial evaluation. This study provides data that characterise the population of a typical multidisciplinary paediatric intensive care unit in terms of treatment options, sickness levels, resources utilised, and outcome. This information is important because not only is it necessary for meaningful clinical audit of ongoing activity within the unit but it also provides a basis for interunit comparisons of standards of care and outcomes. More information is essential and will be required by health service managers if the government's plans for competitive tendering of hospital services becomes a reality.
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